Many recent publications have increased our knowledge on several aspects of thyroid carcinoma, namely on the molecular mechanisms involved in the initiation and progression of neoplasias, on the clinical and histopathological evaluation of patients and tumour samples and on the definition of better prognostic markers. However, I would like to highlight the recent guidelines from the American Thyroid Association (ATA) for adults with thyroid nodules and differentiated thyroid cancer. 1 These are the most comprehensive and detailed guidelines ever published in the thyroid cancer field, representing an extremely useful document for every physician involved in the management of thyroid nodules and carcinomas, no matter if he or she is an endocrinologist, a family doctor, an internist, a surgeon, a nuclear medicine specialist or an oncologist. They can also be useful for patients looking for updated and evidence-based literature.
These guidelines are particularly relevant nowadays when many countries in the world contribute to an epidemic increase in the incidence of thyroid cancer, most of them papillary microcarcinomas (microPTC) which are a relatively frequent incidental finding in autopsy studies 2 and do not impact negatively on patient survival. 3 Indeed, thyroid cancer is now the most common type of cancer diagnosed in South Korea 4 and is already the third most frequent cancer in women in my native country, Portugal. 5 The widespread use of neck ultrasonography (US) and other imaging procedures for the evaluation of symptoms not necessarily related to the thyroid gland (neck discomfort, difficulty in swallowing, etc.), as a part of health check-up programs, as well as more careful histological examination of thyroid specimens obtained at surgery for benign thyroid diseases, is now exposing this large reservoir of tumours, 6 leading to a substantial increase in thyroid surgeries and their sequelae (hypothyroidism, hypoparathyroidism, voice changes, etc.).
In this context, guidelines may have an important role in providing recommendations that may help clinicians, patients and politicians optimise care by minimising potential harms from overdiagnosis and overtreatment. This was one of the major goals of the 2015 ATA guidelines task force and several recommendations from these guidelines concur to achieve this objective. ) that post-operative disease status (i.e. the presence or absence of persistent disease), as assessed by thyroglobulin levels and US, should be considered in guiding the decision on the use of RAI. Altogether, these two recommendations may decrease the risks of RAI treatment.
However, there are, in my opinion, two issues that were not specifically discussed by the ATA task force and that may impact thyroid cancer detection and management. The first is that in recommendation 6 of the ATA guidelines ('Thyroid sonography with survey of the cervical lymph nodes should be performed in all patients with known or suspected thyroid nodules') 1 the precise indications to perform an US were not stated. This is somewhat disappointing given the major contribution of US The second issue relates to the possibility of renaming papillary microcarcinoma using a term conveying a more favourable prognosis, such as micropapillary lesion of indolent course (microPLIC). 9 This change could impact patients´ quality of life as a diagnosis of 'cancer' is always a distressful situation and an overstatement given the benign course of most microPTC. The ATA task force has already successfully accomplished a change in nomenclature for the encapsulated follicular variant of papillary thyroid carcinoma without capsular or vascular invasion, which was reclassified to non-invasive follicular thyroid neoplasm with papillary-like nuclear features (NIFT-P) given the excellent prognosis of this neoplastic variant. 10 A similar change in nomenclature from microPTC to microPLIC would certainly facilitate the option of the patients for an active surveillance program.
